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TABLE |. Characteristics of the subject in relation to the exposure to occupational sensitizers (cyanoacrylate

and methacrylate)

Control Glue inhalation test
inhalation 30 min exposure
Normal At work Off work test
values ~ {3 mo) (3 wk) 7 hr after 7 hr after 24 hr after
Chest symptoms +++ + + ++ +
Nose symptoms +++ 0 0 0 0
Treatment 200 pg/day (A) 200 pg/day (B) 0 0 0
200 wg/day (B)
FEV, (L [% pred]) 22 2.3 (100) 2.5 (108) 2.4 (105) 2.4 (103) 2.6 (114)
VC (L [% pred]) 2.7 3.0 (111) 3.0 (111) 3.3(120) ND 3.3 (120)
PC,y (mg/ml) >16 24 >64 >64 ND >64
Induced sputum
TCC (10%/ml) <4.5 1.0 13 2.7 3 14
Neutrophils (%) <35 16.2 26.7 28.7 65.5 54.2
Eosinophils (%) <2 13 0 0 5.8 5
Metachromatic cells (%) <0.07 0.13 0.06 0 15 0.26
Blood eosinophils (10°/L) <0.4 0.5 0.1 0.2 ND 0.4

A, Albuterol; B, budesonide (nasal spray); + + -+, severe; ++, moderate; +, mild; TCC, total cell count; ND, not done; PC,,, provocation concentration

of methacholine to cause a fall in FEV; of 20%.
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Acute cardiac and pulmonary arrest after
infusion of vancomycin with subsequent

desensitization

Alan T. Villavicencio, MD,? Lloyd A. Hey, MD,” Dhavalkumar Patel, MD, PhD,® and

Peter Bréssler, MD® Durham, N.C.

A 43-year-old woman who had undergone a posterior
lumbar fusion with bone grafting and instrumentation 1
week previously was readmitted with a draining-wound
hematoma. She subsequently underwent irrigation and
debridement after general anesthesia was dchieved with-
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Abbreviation used
DsW: 5% dextrose in water

out complication. After the operation she was doing well
with systolic blood pressure readings ranging from 112 to
166 mm Hg. Her postoperative hematocrit level was 31,
and serum electrolytes, blood urea, and creatinine values
were in the normal range. On postoperative day 2, the
patient started receiving vancomycin after intraoperative
wound cultures tested positive for methicillin-resistarit
Staphylococcus. One gram of vancomycin in 250 ml of
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TABLE 1. Desensitization protocol for vancomycin

Dose no. Dose* {mg)
1 0.005
2 0.010
3 0.020
4 0.040
5 0.080
6 0.160
7 0.320
8 0.640
9 1.25

10 2.50
11 5.00
12 10.00
13 20.00
14 40.00
15 80.00
16 160.00
17 320.00
18 640.00
19 1000.00

*Fach dose was given in 50 ml of D;W infused over 15 minutes by
infusion pump except the last dose, which was administered as 25 ml
of 1 gm in 250 ml DsW over 15 minutes. The rest of the solution (1 gm
in 250 ml DsW) was then infused at a rate of 200 mi/hr.

5% dextrose solution was infused at a rate of 250
ml/hour for 1 hour. The patient had no adverse reaction,
and the following 12 hours of her postoperative course
were unremarkable.

The same dose and rate of vancomycin was then
administered for a second time on postoperative day
3. Approximately 2 minutes into the infusion, the
patient had acute shortness of breath associated with
swelling of the face, lips, and eyelids. She began
gasping for air with severe respiratory stridor and
subsequently underwent complete respiratory arrest
within 3 minutes of the infusion being started. Van-
comycin was immediately discontinued, and manual
ventilation was attempted by using a bag and face
mask with 100% oxygen. This was unsuccessful be-
cause of severe upper-airway constriction and pre-
sumed bronchospasm. The patient then had severe
hypotensive shock and complete cardiovascular col-
lapse, at which point there was no identifiable pulse.
Cyanosis developed, and cardiac compressions were
begun as she was administered 1 ampule of 1:10,000
epinephrine intravenously along with 2 mg of Narcan.

Large volumes of crystalloid were administered, and
there was a significant decrease in resistance to manual
ventilation during the next 90 seconds. Cardiac compres-
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sions were stopped when the patient’s pulse returned
with an initial barely identifiable systolic blood pressure
of 40 mm Hg. Although experiencing tachycardia (a
heart rate of approximately 150 beats/minute) she was
administered a second ampule of 1:10,000 intravenous
epinephrine. Because of persistent moderate-to-severe
upper-airway obstruction, she required endotracheal
intubation and continued manual ventilation. Over the
next 10 minutes, her blood pressure rose to 130/70 mm
Hg and remained stable thereafter.

Because no other acceptable antibiotic therapy was
available, desensitization to vancomycin was performed
as outlined in Table I. Throughout the desensitization
protocol, the patient had mild itching that responded
promptly to intravenous diphenhydramine. Near the end
of the desensitization procedure, she had mild hypoten-
sion and oxygen desaturation as measured by pulse
oximetry after receiving slightly less than the full 250 ml
of vancomycin solution (1 gm/250 ml DsW). These
symptoms rapidly reversed with 0.3 ml of 1:1,000 epi-
nephrine administered subcutaneously along with 25 mg
of intravenous diphenhydramine). Thereafter, the van-
comycin was administered at 1 gm/500 ml D;W over 2
hours without adverse reaction. She tolerated subse-
quent doses without difficulty and was discharged with a
regimen of 5 weeks of further intravenous vancomycin
therapy, which was uneventful.

Vancomycin is being increasingly used because of the
growing prevalence of penicillin-resistant organisms.!;2
The potentially life-threatening complications associ-
ated with the use of vancomycin must be observed,
recognized, and treated promptly. This appears to be
especially important in patients receiving anesthesia or
large doses of narcotics and may be related to the fact
that both vancomycin and narcotics induce a dose- or
rate-dependent mast-cell degranulation.® %>

In patients who have had anaphylactoid reactions to
vancomycin, rapid desensitization may be considered
when no other suitable antibiotic therapy is available.
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